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A case of pulmonary sequestration with Aspergillus species infection
presenting as an enlarged right paratracheal mass
S. Lohani, MD, MRCP,a R. Varma, MD, MRCP,b and B. Leahy, FRCP,b Manchester, United Kingdom
We present the case of a 45-year-old man who wasincidentally found to have enlarged right paratra-cheal opacity on a chest radiograph and computedtomographic (CT) scan. Biopsy revealed invasive
Aspergillus species infection. Ultimately, a thoracotomy was car-
ried out because the abnormality persisted despite antifungal treat-
ment, and it was found to be a sequestered lung segment.
Clinical Summary
A 45-year-old white man presented to his general practitioner with
a few weeks’ history of cough with green sputum and an episode
of hemoptysis. A chest radiograph showed features of right para-
tracheal enlargement, and he was subsequently referred to the
Chest Diseases unit at Trafford General Hospital.
While attending the clinic, he had recovered from his “lower
respiratory tract infection” and was asymptomatic. He had never
smoked in his life. Apart from a history of gout, he had previously
been healthy. Subsequent systemic evaluation was unremarkable.
There was no palpable lymph node or hepatosplenomegaly.
A CT scan (Figure 1) of the chest showed a large necrotic paratra-
cheal lymph node mass measuring 4.7 4.3 cm. There was no other
abnormality, and the liver, adrenal glands, and spleen were normal.
The result of the C-reactive protein assay was less than 1 mg/L.
This patient was then referred for mediastinoscopy. The results
and the histology were inconclusive, showing sinus histiocytosis.
In the meantime, the repeat chest radiograph showed that the right
paratracheal mass was enlarging. Subsequently, a right anterior
mediastinostomy was carried out. A mass was seen lying behind
the superior vena cava.
It was described as very soft, and on aspiration, pus came out,
which was sent for culture. A significant biopsy of the mass was
taken, and a strand of cartilage was seen crossing through the middle
of the mass. There did not appear to be any communication with the
airway.
The pus grew Aspergillus fumigatus. Biopsy showed chronic
inflammation. Portions of cartilage with mature bone were seen.
There was no evidence of neoplasia.
After this, the subject was started on oral itraconazole. Subse-
quent checks on immunoglobin levels, immunoglobin subclasses,
and CD4 counts were normal apart from a mildly increased IgA
level of 5.5 g/L (normal, 0.89-4.46 g/L). The results of his As-
pergillus species precipitin tests were strongly positive.
Although the patient remained well throughout the illness and
the treatment, a repeat CT scan about 7 months after the initiation
of treatment did not show any change in the right paratracheal
lymph node shadow. He was therefore referred for further surgical
evaluation.
Subsequently, a thoracotomy was carried out that showed a
boggy mass lying medial to the upper lobe in the right paratracheal
area. The mass went down to a bronchus arising directly from the
trachea above the azygos vein. This was supplied by a branch from
the right subclavian artery. It contained glary mucinous fluid and
was a sequestered segment. Subsequent histology also confirmed
the diagnosis of pulmonary sequestration.
Discussion
The term pulmonary sequestration was coined by Pryce in 1946 to
describe a “disconnected bronchopulmonary mass with an anom-
alous systemic arterial supply.”1
Pulmonary sequestration is a congenital anomaly in which an
aberrant systemic artery, usually arising from the thoracic or upper
abdominal aorta, supplies part of the lungs, usually the lower
lobe.2 They are rare and usually present in early childhood with
recurrent chest infection. In a series from Children’s National
Medical Center in Washington, 20 cases of pulmonary sequestra-
tion were described over 25 years.3
This does represent an area of compromised local immunity
and is obviously a fertile ground for opportunistic infection. It
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Figure 1. CT of the chest showing a right paratracheal mass.
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seems that our patient had a low-grade Aspergillus species infec-
tion in the sequestered lung segment in the right paratracheal
region. Because the mass persisted despite itraconazole therapy,
excision was requested.
So far as we are aware, this is a unique case of pulmonary
sequestration presenting as a right paratracheal mass with As-
pergillus species infection. During literature review, we came
across a case of pulmonary sequestration presenting as a retroper-
itoneal mass described by Nelson, Blum, and Cook,4 suggesting
that pulmonary sequestration can manifest in unusual forms.
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